parts ; absorbent powders and neutral unguents are here called for. Then it is also very desirable to prevent evaporation taking place from scratched surfaces, or surfaces denuded of their natural protecting layer of healthy cuticle, for thereby they become harsh, hard, and tend to crack. I know nothing so good for the purpose as Kirkland's neutral cerate. I don't know that I can find a better place to make one reference to the use of water-dressing to indurated and irritable parts, made all the more troublesome by scratching. There can be no doubt that the use of a water pad, which permits the diseased surface to absorb moistme e and so become more or less soft and supple, does give great relief; but this is oftentimes succeeded by the recurrence of itching, pain, and, it may be, increased cracking and stiff. ness or tension.
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The explanation is not difficult to give in regard to some cases at least. The part has become denuded of its cuticular covering, and, whilst it absorbs moisture freely, it also parts with its moisture equally freely unless prevented. Whenever I use water-dressing to au excoriated part, I invariably direct that a layer of greasy matter shall be applied, and kept applied, on the removal of the compress.
In this way the absorbed moisture is retained, and the parts keep more or less soft.
But I am touching upon the second point-viz., the protectionof hyper2emic and irritable parts; and, indeed, to protect is, under such circumstances, to moderate diseased action. To protect is to prevent scratching and the stimulation by the external air that gains access to the part and to secure rest, as it were, to the diseased parts ; and to negative the operation of special external irritants. In addition to the use of absorbent powders and neutral unguents, one may employ cotton-wool, bandages, and strappings, which I need not now discuss at any length. The use of bandaging and strapping is particularly to be commended where the effects of gravitation are noticeable-in the legs, for example. The e bandage prevents undue distension of the vessels and the escape of serosity into the textures, thereby giving the parts a better chance of recovering their tonicity. This simple matter is much neglected in regard to cutaneous diseases. Not only in the leg, however, but in other parts bandaging and strapping act similarly, where the tendency to engorgement of the tissues and vessels is shown.
The third object of local treatment in the diseases with which we are dealing is stimulation. One of the chief things the dermatologist should set himself to determine is the exact time at which his soothing kind of treatment should cease and his stimulating remedies be employed. It is at the moment t1;-at the irritability of the bloodvessels and the nerves is subsiding that the use of powerful astringents and stimulants is so efficacious, and that it is possible to do the most towards a speedy cure of disease. What happens in the inflammatory eczema, the acne, or the psoriasis? After a while the vessels lose their tonicity and become dilated, favouring the "enasion of inflammatory products," giving rise to oedema, "chronic inflammatory thickening," &c. Now, it is at the moment that the parts are becoming less inflamed and irritable that astringents, lead, zinc, nitrate of silver, mild mercurial preparations, and the like, are of use to restore to the vessels their tone; and if at the same time our general remedies assist nature by removing impurities from the blood, by restoring the balance between absorption and excretion especially of the watery matter of the system, and giving general tone to the body, the patient will probably get rapidly well. The application of sulphur at the nick of time indicated speedily cures an acne that had been irritated before by the same remedy. The same may be said of the use of nitrate of silver to an eczematous patch. The use of tar to a psoriasis which is markedly hypersemio at a very early stage will often spread the disease, or bring out fresh places. If matters still do not mend, but the disease holds on, one needs to stimulate, or, as we say, "rouse the torpid tissues to activity," but as I should put it, to quicken the activity of the absorbents in order that effused and formed products may be removed. It is really not so much in chronic innammatory skin diseases that we need fresh remedies, is to use those we have, reasonably, as regards ' time and circumstances. This is emphatically so as regards eczema and general psoriasis. But what are the indications that local soothing remedies are still needed in a disease, and the time has not come for stimulants? I think ,the main ones are as fQllows :-The tendency of the hyperaiDl&Igrave;a or the disease to spread; the development of new spots of disease, showing the disposition to the implication of healthy parts, which would be favoured in its development by anything which irritated such parts ; the presence of much pain or heat in the parts; and manifestly the marked hypersemia. But I lay most stress on the two former features. I like to let hypersemic conditions in skin disease " quiesce," as it were, before I leave off my soothing treatment. But a disease having 11 quiesced," its hyperoomic condition having diminished, and the disease showing no tendency to spread or to spring up in new places-e.g., acne, eczema, psoriasis, and pemphigus,-then stimulation can be appropriately adopted. And for what reason are stimulants used f First, to restore the tonicity of vessels ; and one must not forget here that artificial pressure by bandages, &c., is a great assistance where gravitation comes into play to distend the vessels, as about the legs. Secondly, to alter the character of a discharging surface. Such is the action of a weak mercurial ointment in a case of chronic eczema.
Thirdly, to check the formation of scales, as in the use, against psoriasis, of tarry preparations; and, fourthly, to cause the absorption of inflammatory or heterologous formations ; the iodides, mercurials, the soap treatment, blistering, and the like are specially referred to under this last head. But in regard to the use of stimulants and revulsives, I hold equally, as concerns their application, that their efficacy will depend greatly upon the judicious conjunction of internal remedies. I mean that, supposing that the blood of a patient in whom we use these external means is charged with uric acid, he will have a much smaller chance of gaining benefit from the application of revulsives than one who has a pure blood-supply passing through the diseased part. In the former the blood-state may take occasion, by the unbalancing of the nutrition induced by the use of the local remedies, to increase the hypersemia, or to set agoing an inflammatory action again. The success of stimulant applications, in fact, will be in direct proportion to the degree in which the individual's condition approximates that of health. One very potent method of stimulating not only the skin but the system generally, and emunctory organs in particular, is the use of sulphur or sulphide of potassium baths. They should not be employed in the acute stages, but in the chronic forms of psoriasis, eczema, lichen, and acne. Where there is not much irritation or hypersemia, and where the latter does not seem to be readily increased, they are most useful. Professor Smith published, I believe, the first description of his splint in his monograph of 1867, in which he did me the honour to give a prominent place to the case just mentioned. I had the pleasure of making Professor Smith's personal acquaintance in Paris shortly after the publication of his monograph, when he kindly approved of some modincations I had made in the splint, and of some accessories to his system, which he has since, I believe, adopted.
The object of the present paper is to give a description of the apparatus and of its mode of application, to show the principle of action of the system, and to suggest, what I presume to be, the probable reasons why the anterior suspending splint has not yet been universally adopted.
The apparatus is of itself extremely simple: a splint made of two parallel wires of sufficient length to extend from above the anterior superior spinous process of the ilium to beyond the extremity of the toes, a suspending cord. some waddine'. and some bandalyes.
The splint I now employ is made with the parallel wires kept an inch and a half from each other by four transverse fixed bars. (Fig. 1.) B s are sliding bars, made with curves in the centre to receive the hooks of the suspending cord. The suspending cord is formed of two parts, one to hang perpendicularly from its support, the other with a hook at each end, to be attached to the sliding bars of the splint. This part of the cord passes through a pulley, which is hooked to the extremity of the perpendicular cord. The perpendicular cord, as seen in Fig. 2 , is double, with a block in the middle, so that the limb may be raised or lowered by lengthening or shortening the cord at will. The wadding to be placed on the surface of the limb before the splint is applied. A double stout band to pass round the pelvis, and fix the upper part of the splint. Five short pieces of band, one to pass round the foot and the splint, two in the same way round the leg, and two round the thigh to keep the splint in place whilst it is being adjusted. Several strong rollers to be applied to the whole length of the limb, to replace the short bands, which are to be withdrawn as the roller is applied. The accessories to the apparatus are the pincers (Fig. 3) , which are very convenient for bending the splint in situ, to adapt it to the limb. The wood-frame supports the suspending cord.
A can, trough, and syphon for irrigation, complete the apparatus.
The print represents the splint in situ before the roller-bands are applied. The limb is supported by the temporary short bands. The wadding has been withdrawn to show that the wires cease to touch the limb as soon as it is suspended.
Very little remains to be said in describing the mode of application of the splint. The fractured limb should be left, as it may then be, until the splint has been adapted to the sound limb, in order to take its exact length, bends, &c.
The suspending cord being now fixed, and the splint prepared with a bend corresponding to the groin of the fractured limb, we may proceed to suspend the limb. The large double thick band is to be attached to the upper part of the extremity of the splint, and passed firmly round the pelvis. The wadding is to be placed on the front part of the fractured limb to receive the splint, and the short bands are now to be tied lightly round the foot, leg, and thigh. This done the limb can at once be suspended by the cord without any attempt at reduction, and the reduction will take place almost of itself by the mere weight of the limb. As soon as the splint is perfectly adjusted parallel to the axis of the limb the rollers may be lightly applied, leaving any part requiring dressing free from every kind of bandage. The wounds may thus be attended to without interfering in any way with the rest of the apparatus. Extension and counter-extension are necessary only to bring the limb to the length of the splint whilst the rollers are being applied.
The following case illustrates the advantages to be derived from the anterior suspending splint. This was a case of gunshot wound fracture of the left leg just below the insertion of the ligamentum patellae. The subject of it was a French soldier wounded during the siege of Paris. Cure without shortening or deformity of the limb, though the tibia was comminuted to the extent of more than an inch.
The patient was enabled to move in his bed at pleasure during the whole period of the treatment.
Adolphe C-, aged twenty-one, of good constitution i and healthy temperament, a soldier of the 117th Regiment of French Infantry, received a gunshot wound of the left leg at noon on November 31st, 1870, at the battle of Champigny. On the field, very soon after he fell, Sir John Rose Cormack dressed the wounds and applied a temporary apparatus to the fractured limb. The wounded man was then wrapped in a blanket, placed on a stretcher, and carried the distance of a least two miles over very rough ground, and in a bitterly cold wind. He remained in the " Ambulance volante" for six hours before the journey to Paris could be undertaken. After much jolting and many delays he reached the ambulance, 16, Rue Demours, at, the fracture, and without giving any pain to the patient. The bandages were removed and renewed frequently with the greatest ease, and giving great comfort to the patient. Several abscesses formed and were opened in different parts of the limb. With this exception the patient progressed favourably.
Feb. 18th, 1871.-The ambulance in which he had hitherto been treated was about to be closed. The patient had to be moved to the ambulance, 16, Rue d'Agnesseau, maintained by Sir Richard Wallace. The suspending splint was of great service on this occasion in protecting the limb from the effects of any shock or commotion during the transit. A few days after the transit a large piece of necrosed bone, which had formed part of the internal surface of the tibia, was extracted. This piece of bone was at least an inch square, so that the loss of substance, the other fragments of the comminution considered, involved at least an inch of the entire thickness of the tibia. The consolidation of the fracture was, however, found to be sufficient at this time to allow the suspending apparatus to be applied only at night, leaving the limb free during the day, so that the muscles might gradually recover their power, and the joints their flexibility. Two other pieces of necrosed bone were extracted about this time.
The apparatus was entirely removed on the 15th March, and the patient, after walking on crutches for a fortnight or three weeks, was enabled gradually to make use of his limb. One other piece of necrosed bone was removed after he was able to walk. He has now recovered the use of his limb for more than twelve months. There is no shortening of the limb, only a slight indentation where the tibia had been fractured, and a very small fistulous opening still remains, indicating the process of elimination of some other portion of necrosed bone. The limb is not otherwise de- formed, and the man walks as well as he ever did. His left leg is almost as strong as the other; the muscles are developed, and the poor man has been in great distress fearing he may be called on to continue his military service.
It will be observed that the patient felt relief directly the limb was left to its own weight. He very soon abandoned the limb altogether to the apparatus, feeling complete confidence and security in the suspension, and was thus enabled to move himself freely in his bed. This security of the patient is accounted for by the action of the splint, which, being placed parallel to the axis of the limb, carries the action of the weight of the limb on the bandages from the splint to the axis of the limb, thereby holding the fractured bone steadily in all the movements of the body. The splint becomes a substitute for the fractured bone, the fragments of which are kept constantly in position, so that the process of ossification is not disturbed by any movements of the patient.
The fracture was so comminuted in this case that we may safely say there was loss of substance of at least an inch in length of the bone, yet the limb moved as freely on the suspension as if there had been no solution of continuity at all. Some portions of this comminuted bone having retained their periosteum served with the callus to consolidate the fractured tibia; the remainder became necrosed and was either extracted or thrown off afterwards.
It is important to remark that the usual pain in the heel and the violent spasmodic contraction of the muscles are effectually prevented by the action of the suspending splint.
The continued action of extension and counter-extension and all violence in reduction are superseded by the action of the weight of the suspended limb. The fractured bone must inevitably recover its natural length and position to adapt itself to the splint, which has been modeled on the sound limb. The muscles of the fractured limb lose their power of contraction by the uniform compression of the . bandages which suspend the limb.
The reasons why the anterior suspending splint has not been universally adopted appear to me to be because the principle on which the splint acts has never yet, I believe, been explained, and because it is so difficult to abandon our old friends-the old splints, the double inclined plane, &c.
The splint employed by Professor Smith until he came to France was nearly four inches in width between the wires. That which I employed myself at that time was about three inches wide. Under these circumstances, not being yet aware of the principle of action of the splint, I was naturally inclined to increase the width between the branches, thinking I might thereby increase the action of the splint. After a time, however, I discovered that the nearer I brought the wires together the greater was the facility I acquired in the application of the splint. This led me to discover the action of the anterior suspending splint on the axis of the limb-the principle on which, I believe, the whole system is based. The splint I now use is only one inch and a half wide between the wires, a distance which appears to me to be the most useful and safe in its application. I am convinced that the splint has been brought into disrepute, and been abandoned by many surgeons, because they, like myself, have employed the splint with the branches too wide apart.
Probably the second reason why the anterior suspending splint has not yet been universally adopted is that which I have already hinted at-viz., that we cannot so easily depart from the habits of routine in the treatment of fractures of the lower extremity. It has been supposed that by placing the suspending cord more or less obliquely from the perpendicular line, a power of traction or extension was obtained. I thought so, and have frequently tried it, but always without any advantage. I can account for this now, I think. I asked myself, if it is not evident that, as the splint must be attached to the part of the limb above the fractured bone-viz., to the pelvis above the femur, to the femur above the leg, all the traction produced by the oblique suspending cord must act on the pelvis in cases of fracture of the femur, and on the femur in cases of fracture of the tibia. In fact, the action of the oblique cord cannot possibly have any power at all on the fractured bone. On the contrary, by taking the cord from the perpendicular the action of suspension on the axis of the limb is considerably weakened. The perpendicular cord, in supporting the splint uniformly through its whole length, brings the weight of the limb to act uniformly on its own axis. The cord therefore should never be moved from the perpendicular. The theory of the action of the obliquity of the cord has most probably been very injurious to the reputation of the anterior splint.
It would only be a repetition of details if I were to apply them to all the surgical cases of the lower extremity. I must, however, add that the anterior suspending splint seems to find its special application in cases of fracture of the neck of the femur, and in the transverse fracture of the patella. In fractures of the neck of the femur, either within or without the capsular ligament, the only recommendation is to fix the thigh immovably on the pelvis, and in fractures of the patella to keep the splint quite straight from the groin to the instep. The straight splint, as above applied in the case of fractured patella, is applicable precisely with the same advantages in suspending the limb after resection of the knee-joint.
I have selected the above case from others equally illustrative of the numerous advantages of the anterior suspending splint over every other apparatus in the treatment of fractures of the lower extremity, but having already taken up so much valuable space in regard to this one, I reserve the remainder for future elucidation should the above description be considered too imperfect or obscure.
Whitehall, London, May, 1872. 
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